well that everybody would know about it. In planning communities, this was something to be taken into account.
The campus trouble had arisen so quickly in situations which themselves were new. Large universities were new; there were two or three thousand at Oxford and Cambridge fifty years ago; now it was 10,000 each. In some ofthe American universities there were 30,000 students, which was a very combustible population.
Professor L J Bruce-Chwatt said that he would like to know an answer to an admittedly difficult question: Modern medicine, using all the new technological devices on an ever-increasing scale, resulted in greatly decreased morbidity and mortality. This was the traditional aim of the medical profession and no one would question it. And yet some people felt that this activity eliminated the natural evolutionary selection process and wondered if this was good ecology. Dr Fraser Darling replied that he would hesitate to attempt to answer this question in this company; he was an ecologist, most of the members were doctors. All he would say was that ecology had something to give to medicine and most certainly medicine was always a great field of interest to the ecologist. Cross-fertilization had not been nearly as great as it should be.
A member said Dr Fraser Darling had stated that one of the individual's primary needs was to feel that he was functional. But the tendency in our society was to proceed towards earlier retirement, more leisure; was this ecologically a pleasant situation or not? Dr Fraser Darling replied that he would be happy if people who retired looked upon it as the great moment for being able to do what they wished to do, and if they had ideas about what they wished to do. Unfortunately that did not happen: time after time someone retired from work, where he had been occupied for forty years, and in a couple of years he was dead. By the mobility of present populations the elderly lost function. Grandparents were very important people, they were there to look after young children. For example, in the first year of the 1939 war, he was in the north-west highlands of Scotland. The young men were all in the Territorials and had gone, and in the late harvest he was mowing with a scythe while women in the productive age-group were tying the sheaves. All these women had children, and there was an old lady sitting like Ceres with the children all round her. She was functional in the harvest field, an old lady of 80, doing a definite job of keeping the children quiet and amused while the daughters were tying the sheaves. This was functionality at a very simple level. In the new society it was an attitude of mind which had to be thought about, to make it more possible for grandparents and retired people to be doing something. It is my task to talk about priorities in medicine as they apply to children in this country. I believe, however, that similar principles apply to the provision of child health services in all countries, be they developed or developing. This Symposium is devoted to 'problems' and you will therefore want me to mention important facets of child health with which, in my opinion, we are at present not dealing as adequately as we would wish; at the same time you will not expect me to provide easy answers.
In September 1968 the British Paediatric Association and the Association for the Study of Medical Education held a conference to consider the present state of pwediatrics and the needs of the future. The proceedings of this conference have been published in the British Journal of Medical Education. I shall refer to many of the subjects which were raised at this conference and in particular to those related to academic pediatrics and to the provision of health services for children. Hubble (1969) , reviewing the history of British pediatrics, gives some of the reasons why the development of pxediatrics got off to a slow start in Britain compared to the countries on the European mainland and those on the North American continent. He ends his paper, however, on a hopeful note, pointing out that since the end of the second world war and with the introduction of the National Health Service pwediatrics in this country has advanced more quickly. Though this advance continues, areas remain where progress is too slow; for instance there are still a few medical schools without an academic department of peediatrics. Whereas in the past there were some universities which were not convinced of the need to promote the subject in this way, nowadays the reason for the delay in establishing new departments and strengthening existing ones is simply shortage of money. Unfortunately, in those of the developing countries which for historical reasons have fashioned their medical curricula after ours, academic pediatrics has been equally slow or even slower to reach maturity. Because in these Symposium on Problems of World Medicine 1169 countries children account for about 50% of the population and because morbidity and mortality during infancy and childhood are still so very high, this deficiency is particularly serious.
Academic Departments ofPadiatrics
As new departments are springing up and as existing ones are being strengthened, undergraduate and postgraduate training in the subject will improve and in the various integrated courses, which are now being introduced in universities like Newcastle upon Tyne, the pediatric influence will make itself felt in subjects such as anatomy, physiology, genetics, psychology and psychiatry, social medicine, obstetrics, surgery and others. The medical schools which regard the medical course as a course in human biology will regard the growth and development of the human organism in the physical, mental, psychological and social spheres as subjects of paramount importance.
Pawdiatric Services
I now want to turn to the provision of pediatric services, because some of the most difficult problems lie in this area. If our services were such that presently available scientific knowledge about matters concerning child health were available to each individual child, according to his needs and without undue delay, what a difference it would make not only to morbidity in childhood but also to subsequent morbidity and mortality in adult life!
(1) Primary pediatric care: First, a few words about primary pediatric care at the level of general practice. Children under the age of 15 account for about 20-25 % of the total population and for about 40 % of all consultations in general practice. Further, it has been suggested by the Sheldon Committee on Child Welfare Centres (Central Health Services Council 1967) , and more recently by the Green Paper (Department of Health and Social Security 1970) dealing with the reorganization and integration of the three branches of the medical services, that the work at present being done by the child health staff of the Local Authority should be taken over by general practitioners, and some practices have already taken on this task. If this transfer is to take place without deterioration in the service and indeed with a resulting improvement, it is essential that the general practitioner undertaking these tasks should have adequate experience in padiatrics and especially in developmental paediatrics in order to enable him to detect, or at least suspect, the presence of emotional, mental or physical handicaps at the earliest possible time. In addition he will require some training in the simpler aspects of dynamic psychiatry to enable him to deal with certain of the common emotional problems affecting children and their parents (Wolff 1970) . Even with the improved undergraduate teaching of paediatrics which we can confidently anticipate, a degree of specialization in peediatrics within general practice appears inevitable. Thus Wright (1969) suggests that a group of 8 doctors might look after a total population of 20,000 to 25,000 which would include 5,000 to 6,000 children and account for 350 to 450 births per year, and that two of the doctors would have a special interest in pediatrics though their work need not be confined to children. Such a practice would include in its team health visitors (Jobling 1969) , nurses preferably including children's nurses (Robottom 1969 ) and medical social workers, and in its work the preventive aspect of pediatrics would receive emphasis. The long-term prevention of disease is at present a sadly neglected aspect of medicine. Conditions such as obesity, atherosclerosis and various emotional disturbances which carry a heavy morbidity and mortality in adult life often originate in childhood. With such poediatric care and with improving housing conditions it should in future only rarely be necessary for children to be admitted to hospital primarily for social reasons. The general practitioner with a special interest in pediatrics would spend a few sessions working in the children's department of the district hospital, thus providing a link between the hospital and the community and keeping in touch with hospital pediatrics.
(2) District hospital: I now want to turn to pmdiatric care in the hospital and first in the district hospital. At present about half of the regional pediatricians work single-handed and for many of them the problem of providing a first-class clinical service is aggravated by the scattering of their responsibilities over several hospitals with small children's departments (Neligan 1969 MacGregor (1969) suggests that the children's department should contain about 100 beds, 40-50 of these being for medical cases and the remainder 1170 Proc. roy. Soc. Med. Volume 63 November 1970 for surgical cases. It would serve a total population of about 350,000 of which some 75,000 would be under 15 years of age. Some communities will have smaller needs for children's beds but it is undesirable for any children's division to have fewer than 60 beds. Such a unit would attract nursing and medical staff of good calibre, should have adequate accommodation for mothers to be resident and should have a hospital school. A maternity unit with approximately 3,000 annual deliveries would be in close proximity.
MacGregor considers that the nucleus of the district hospital consultant establishment in medical peediatrics should be a team of three, two of whom would be mainly hospital-based and the third would work partly in the hospital and partly in the community. Such community pediatricians (Walker 1969) could provide an important link between the child health services in the community and those in the hospital, but initially these appointments should be made on an experimental basis in a few regions. The community pxediatrician would require a considerable knowledge of developmental pxdiatrics, paediatric neurology and child psychiatry because he would be responsible in partnership with other professional colleagues for the diagnosis, assessment and continuing care of children with chronic handicaps. At present there is a danger that a child suffering from such handicaps, be they physical or mental, will be seen by many different doctors with resulting loss of continuity, and in an understaffed outpatient department the difficult task of advising a family on the management of such a child often falls to junior doctors. The community pmdiatrician would also have a responsibility jointly with colleagues from other disciplines, for the appropriate educational placement of handicapped children and would be an adviser to the education authority. In the hospital he would work not only on the wards and in the outpatient department but might also be in charge of an assessment centre for handicapped children.
The consultant working in the district hospital should have close contacts with a university children's hospital or children's department and, in the words of Court (1969), 'he will regularly patrol the frontiers of referral, learning what to refer and becoming willing to refer it'.
(3) University hospital: Now I wish to turn to the problems of the university children's hospital or children's department. The advantages of a large children's hospital compared to a smaller children's division within a general teaching hospital are obvious in respect of facilities for teaching of undergraduates and postgraduates and for re-search. Such children's hospitals have departments of pediatric chemical pathology, microbiology, hmmatology, morbid anatomy and radiology which make an essential contribution to clinical work, teaching and research; in many instances it is the lack of such highly specialized departments that necessitates referral from the district to the university children's hospital. The further development of various pxediatric subspecialties such as pxdiatric neurology and pxediatric cardiology is essential for optimal care and research and in general it is desirable that those practising these branches of pxediatrics should be fully engaged in their specialty. A children's hospital which develops several subspecialties, and serves as a referral centre and in addition acts as district hospital for the local community must be of adequate size and probably contain at least 350-400 beds. It should, whenever possible, be on the same site as the medical school and the other hospitals in the teaching group, in particular the maternity hospital, so that the staff will not work in isolation and will make their contribution to the life of the whole medical faculty. Attached to the hospital there might be an assessment centre for handicapped children and a group practice. Such a children's hospital should provide most of the requirements necessary for the training of future piediatricians (Wolff 1969) including a formal house physician and registrar training programme, rotation schemes through the various subspecialties, opportunities to learn about pxdiatrics in the community, opportunities for research and the stimulus which comes from working in such an environment. Another of the essential functions of such a children's hospital would be to train padiatric nurses whose vital contribution to the care of sick children is apparent to every pediatrician.
Conclusions I would regard the following as the main priorities for the further improvement of child health in this country:
The improvement of primary pwdiatric care probably through a degree of specialization in pxediatrics within general practice.
At the level of the district hospital: to get rid of the single-handed paediatrician by the appointment of more paediatriciansthis is the most urgent of my priorities; to establish children's departments of a viable size and to explore means whereby p,ediatricians can play a greater part in the community child health services, particularly those concerned with children with chronic handicaps, Symposium on Problems of World Medicine 1171 and in the prevention of disease and disability in childhoodand in later life.
At the level of the university hospital: the creation of academic departments of pediatrics where at present none exists, the further development of the various peediatric subspecialties, the provision of fuller opportunities for training in pediatrics of undergraduates, postgraduates and nurses and for research, which should include operational research into the provision of health services for children.
Finally, I have today looked at pediatrics in this country from the point of view of the deficiencies in the child health services. You may wish me to end by listing the children who, with our existing services, do not always receive the optimal medical care we should all like them to have and whose care, in my opinion, would improve greatly if some of the changes I have suggested in this paper would come about:
(1) Children with emotional disturbances. At present we often fail in prevention, early diagnosis and early treatment. We all know how difficult management during the later stages can be.
(2) Children with physical and mental handicaps. Again accurate diagnosis and assessment are often delayed and our present services often prove inadequate to provide all that these unfortunate children and their families need.
(3) Children with an acute or chronic disease, the diagnosis and management of which are unusually difficult and require timely referral to a centre, usually the university children's hospital, fully staffed and equipped to deal with the problem and which has developed the relevant peediatric subspecialty.
Dr Beryl Corner (Bristol) expressed gratitude to Professor Wolff for putting these priorities in paediatric medicine so clearly. Having been in pediatrics a little longer even than Professor Wolff, she entirely agreed with everything he had said about priorities. She was worried, however, about the tendency to lay down too rigidly the number of beds and type of facility. Big changes would come with the implementation of the Green Paper, Maude Report, &c. Alteration in population catchment areas would inevitably make some difference to the best laid plans both for the so-called district hospitals and, perhaps, for the teaching hospitals.
New developments in patient care might make the department minimum of 60 beds a little unrealistic, unless Professor Wolff would accept that this would include day beds and hostel facilities. In her own area, which had always been considered rather underbedded for pvdiatrics, it was found that they had 100 children's beds too many; this included orthopedic and other types of children's beds. Nearly 1,500 patients per year were now being treated in day beds; with some hostel accommodation even more could be treated without ward admission. She would prefer to see the children's department regarded as a total unit dealing with a certain number of patients, as outpatients, day-patients, and 'stay-in-hospital' patients, rather than adhering strictly to the idea that an efficient unit must have at least 60 beds for a district hospital and 200 beds for a separate children's hospital.
Most pxdiatricians today found themselves doing their most important work in the out-patient department rather than in the wards. She would like to see new thinking about this question ofthe total pattern of care for the children served by the hospital, regarding the hospital as providing a children's unit of inpatients, day beds and out-patients rather than in terms of 60 in-patient beds only. Professor Wolff thought there was little disagreement between Dr Corner's points and his own. He was quoting Dr M MacGregor (1969, Brit. J. med. Educ. 3, 319) . His main reason for mentioning the size of a pediatric unit was not the exact number of beds but the great danger of a small isolated unit visited by a pediatrician only once or twice a week. It was not easy to predict the number of in-patient beds needed in the future. For renal dialysis and transplants, for example, more beds might be needed than at present.
He was as aware as any pediatrician ofthe importance 'ofthe out-patient department. He wished to stress that there was a certain minimum viable size for pediatric units.
Dr P 0 Williams asked how Professor Wolff would place pediatrics in priority, in this country and in the developing countries, in relation to other fields. Professor Wolff replied that pwdiatrics was general medicine concerned with a particular age-group, i.e. from conception to the attainment of adulthood. In this country it accounted for one quarter of the total population. It seemed right to give high priority to the medical care of this age-group for many reasons, including the fact that individuals who had received good medical care throughout childhood were more likely to grow up into healthy adults. Thus good child care had an important bearing on the future health and prosperity of the country.
In the developing countries children accounted for an even larger proportion of the population, in some areas for as much as half. Therefore pwdiatrics in the developing countries should have an even higher priority.
It was sometimes suggested that in the developing countries family planning should have a higher priority than child care. Most paediatricians were of the opinion that the two must proceed in parallel, because parents were unlikely to use birth control measures as long as mortality rates were so high that only half the children born could be expected to survive beyond the 5th year oflife. Dr T B Binns (Horsham) said that there seemed to have been a tendency to equate maximal and optimal in respect of child growth, and he would have reservations about this at the earlier end of the pmdiatric spectrum. He had even greater reservations about the later end, when physical maturity appeared increasingly to outgrow psychological maturity.
Professor Wolff said that he was in agreement with Dr Binns. In animals the early onset of puberty was found to be associated with a shorter life-span. Eid (1970, Brit. med. J. ii, 74) had shown that rapid weight gain during the early weeks of life was associated with a higher incidence of obesity during the later years of childhood. Further, it was now recognized that childhood obesity was likely to persist into adult life and that obesity in the adult carried increased morbidity and mortality. There was also the possibility that an excessive milk intake during the early years of life might play a part in the complex etiology of atherosclerosis. Overnutrition had undoubted dangers and presented a real problem to pediatricians of the developed countries. In the world as a whole, however, undemutrition still presented the greater problem and caused the death of many children.
World Population Trends and Controls
by Professor D V Glass FBA (Department ofSociology, London School ofEconomics, London WC2) World population growth is so widely discussed nowadays, and the indices of growth so frequently cited, that no more than a brief indication of the general situation need be given here.
For the world as a whole, the rate of population increase is now around 2 % per year, implying a doubling of the population in 35 years if circumstances remain unchanged. In absolute terms, the world total of about 3,300 millions today would rise to over 6,000 millions by the beginning of the next century. Far more important, however, than the total figures are the figures and prospects for the different regions, especially for the less developed as compared with the more developed countries, and both the rates of increase and the relative weight ofthe factors associated with population growth differ markedly as between those two groups of countries.
Today, the more developed countries, with a total population of some 1,000 millions, are growing in numbers by about 1 % annually. At that rate, a population would double in 70 years. Mortality is now very low; for the group of countries concerned, the expectation of life at birth is just over 70 years. Though death rates can be expected to fall, futher reductions will havevery little effect upon the long-term rate of population increase, for that rate is influenced only by mortality up to the end of the childbearing period, and the probability of survival to that age is now extremely high. In England and Wales, for example, taking the death rates in 1964-6, 95 out of 100 new-born girls would survive until their 45th birthdays. Nor will reductions in mortality have much effect upon age structure, which is influenced primarily by the level and trend of fertility.
Fertility still varies considerably within the developed world. Today, it is probably lowest in some of the Central and Eastern European countriesin Czechoslovakia and Hungary in particularand highest in Albania and Portugal. It is also relatively high in North America and Australia. After World War II, fertility ceased to fall in many ofthe Western countriesgenerally those with the lowest levels before the warand in some cases it rose. Changes in marriage habits played an important part in many countries, especially in Britain, where they accounted for over 30 % of the rise in fertility. But fertility has begun to fall again in recent years in many of the countries in which it had earlier appeared to stabilize. And birth pre-
